
 

 

 

 

CAQH APPLICATION AUTHORIZATION REQUEST FORM 

Complete all sections below  •  All information will be used for credentialing and contracting purposes 

 

STEP 1    PROVIDER IDENTITY 

LAST NAME 

  
FIRST NAME 

  
MIDDLE INITIAL 

  

DEGREE (E.G., MD, DO, NP, PA) 

  

PRACTICE NAME  

  

 

STEP 2    CREDENTIALS 

NPI # 

  

CAQH # 

  

TAX ID 

  

LICENSE # 

  

MEDICARE ID 

  

MEDICAID ID 

  

DEA # (IF APPLICABLE) 

  

STATE 

 NY  

 

STEP 3    PROVIDER TYPE & SPECIALTY 

PROVIDER TYPE 

☐  PCP    ☐  Specialist 

SERVICE MODALITY 

☐  Home Visit    ☐  Televisit     ☐  In Office 

SPECIALTY TYPE 

 

SPECIALTY SERVICE 

 

 

STEP 4    ADDRESSES 

Mailing Address 

STREET ADDRESS 

 

CITY 

 

STATE 

 

ZIP 

 

Practice Locations  (all locations to appear in the provider directory) 

LOCATION 1 — STREET ADDRESS 

  

CITY 

  

STATE / ZIP 

 

LOCATION 2 — STREET ADDRESS (IF APPLICABLE) 

 

CITY 

  

STATE / ZIP 

 



 

 

 

 

STEP 5    CONTACT INFORMATION 

CONTACT NAME 

  

PHONE NUMBER 

  

EMAIL ADDRESS 

  

FAX NUMBER 

  

OFFICE CONTACT NAME 

 

PHONE NUMBER 

  

EMAIL ADDRESS 

  

FAX NUMBER 

  

 

STEP 6    TERMINATION HISTORY 

Have you ever been terminated by a plan or facility? ☐  Yes     ☐  No 

IF YES — PLEASE EXPLAIN THE REASON FOR TERMINATION: 

  

  

  

 

STEP 7    ADDITIONAL INFORMATION 

ADDITIONAL INFORMATION REQUESTED: 

  

  

  

 

DISCLOSURE OF OWNERSHIP (IF DIFFERENT): 

  

  

  

 

 

STEP 8    AUTHORIZATION & SIGNATURE 

By signing below, you authorize Network Solutions IPA to access your information on CAQH and any other 
relevant sites for credentialing and contracting purposes. 

AUTHORIZED REPRESENTATIVE NAME 

  

 

 

TITLE / ROLE 

  

 

 

AUTHORIZED SIGNATURE 

  

 

 

DATE 

  

 

 

 


